factors which are constant and definite, that is, which admit of no contradiction as to the definition. One is the name of the disease-for instance, prostatic enlargement-with a qualification, innocent or malignant; even here differences of opinion occasionally arise, as a result of confusion of nomenclature, but they are not of very great significance when the definition is explained. Another is the age of the patient, because that is a number. With regard to numbers I may remark, in passing, that since the invention of the clinical thermometer which converts the severity of any fever into a number, far too much attention has been paid to the body temperature, especially by the laity, and some years ago the absence of a rise lulled surgeons into taking no operative action in extremely toxic cases such as -those of gangrenous appendicitis. A third constant is the sex of the patient.
When we consider other factors which affect the mortality, we become more vague. The duration of the disease. Is it days, weeks, months or years since: (a) the condition began; (b) the symptoms were produced? This is a difficult matter to put into a column of numbers, because if we divide such a column into days, weeks, months, and years, we are suddenly brought up against the clinical fact that one patient may reach in a week a condition of good health or ill health which has taken years to produce in another. It is the old fallacy about the " fourthday appendix" which may be in a state arrived at by some patients in twenty-four hours and by others in ten days.
Nov.-UROL. 1 The next factor-the presence or absence of sepsis-is unassessable by figures. Can we have three columns: (1) aseptic; (2) septic; (3) very septic? And cati microscopic and purely scientific details help us here? During the war the pathologists helped us to decide when to suture septic wounds by making what was irreverently called a " bug-chart," but I-believe that if a surgeon had suggested that a pathologist should count the organisms in a microscopic field and report on it, he would have been told that such a course was unscientific and unreliable. The war forced this method on us and we have saved valuable time in convalescence.
No such estimates can be applied to prostates. I must say here that I have found an opinion of Mr. Hurry Fenwick very valuable, namely that the two extremes, in point of time, of prostate patients, are the best subjects for an operation. He said, from the point of view of sepsis, that the operation on the sterile, virgin uneatheterized prostate can be carried out aseptically very successfully. The patient at the other extreme, who has led a catheter life for years, and a careless catheter life, has probably a well-established cystitis, and has, therefore, an immunity to infection, which means that the surgeon, if he does not introduce new organisms, can operate without risk of increasing the sepsis. (A parallel to this is an appendicular abscess. Formerly when an abscess had been opened it was thought wise to wait several weeks or months before performing appendicectomy. My view is that the time to do it is the moment the abscess has healed, because the patient is then at the height of his immunity to that infection-as proved by the abscess healing).
Other immeasurable and unassessable factors which, not being capable of being described by a number, may, therefore, be said to be unscientifically classifiable, are concomitent diseases, such as arteriosclerosis, the derangement of liver function, kidney diseases unconnected with obstruction, and the liability to bronchitis. A man of prostatic age is rarely in perfect health in other respects, and there is no law preventing us from having two diseases. At the same time these conditions may be added as a footnote to statistics, to help the understanding of the figures given, but these at best are vague and introduce further inconstancy.
The temperament of the patient. How is this to be described in a column of figures? Yet every surgeon of experience knows that the consideration of the temperament of the patient has sometimes been the deciding point in favour of or against the performance of an operation. The weather. I will say nothing with regard to this, except that Kocher said: "Never do a thyroidectomy on a foggy day." I think this advice well worth considering with regard to any operation which is liable to lead to pulmonary complications.
The last of the most important factors is also an inconstant one: the surgeon who does the operation. This column may include the work of manv surgeons, if statistics are taken from a large hospital with a large staff, or from a large group of hospitals. It has been stated that the greater the number of figures, the nearer to truth do statistics approach, but in the case of very large figures (pooled statistics the element of difference in technique of operations and the element of difference in stages at which operations are performed, are introduced, and no man can maintain that all operators are equally skilful. But, supposing we restrict ourselves to one surgeon in order to eliminate the variation and inconstancy of different surgeons, we are met with another inconstant factor-the stage in the career of the surgeon. There are three curves, the peak of each being at a different age. " D," which occurs at the age of about 30, is the peak of the daring of a surgeon, who belongs to a class described by the late Sir William Mitchell Banks as " the enterprising young surgeon who would amputate a man's head and neck because he had a cold." That is not so important a peak in our comparison, because daring is a curable disease and one grows out of it. Section of Urology 61 " E " is the peak of the surgeon's efficiency and " F " is the peak of his fame Perhaps it would be diplomatic not to put an age figure to either of these peaks.
A block of statistics taken from each of these periods will not lead to the same kind of figures as a statistical survey of the whole three periods (a similar difference between the mathematical average age and the clinical average age of umbilical hernia. They are seen in infancy and in old age. The mathematical average is about 30, when, clinically, we hardly ever see them). Now, going back twenty-five years, what are the factors that should make our results better now than then ?
First, with regard to asepsis; in my experience nothing has been added to the ritual and technique of the operating theatre since I was first a gyna.cological resident at the Liverpool Royal Infirmary. The technique in that theatre was as perfect then as it is in any theatre to-day from the moment when the whole team changed into white sterile clothes until the patient was back in bed. All practising surgeons of my age can be regarded as trained aseptically, and as being to-day reflexly, automatically, and autochthonously aseptic.
The septic surgeons have all been removed by death from this world, or by retirement from a sphere in which they can be of any potential harm. We can assume I think that most results published twenty-five years ago were the results of aseptic surgeons, because if the publishers of these results were foremost in urology, they were probably foremost in asepsis. I have purposely refrained from going back to an earlier period, in order to eliminate the gross factors of accidental operative infection, but of course if anyone wants gross figures, he can reflect on those from St. Bartholomew's Hospital, when a change was made from passing a sponge from one case to another to the employment of fresh tow. The mortality, which was largely due to sepsis, was halved. This was incidentally an illustration of the fact that aerial infection is negligible and that only pathological germs from other patients can infect healthy patients seriously.
The second factor is anasthesia. Certainly we have a wider experience and a greater number of different methods of anasthesia, and if this has helped at all it has helped in making it easier to decide which is the appropriate antesthetic in a particular case. The public has passed the phase of always being terrified of an operation, but is now going through that of saying " the ancesthetic is what I fear." It is, however, being slowly educated on this point. I once saw three prostates removed in a Continental clinic, one under general anwesthesia-very successful; one under spinal antesthesia (at which the Continental surgeons are expert)-fairly successful; and one under local anasthesia-a pure farce or rather, I am afraid, regarded by the patient as a tragedy. With regard to anesthetics we have realized that " the golden rule is that there is no golden rule." The extra choice, however, is a factor which should make our mortality figures better.
Perhaps the greatest influence towards improving our results is our increased knowledge, in prostate cases, of the efficiency of the kidneys. Methods of estimating this must of necessity be expressed in figures and I cannot quarrel with them merely as figures, because they have so often helped us to do the right thing. I firmly believe that, whatever figures may show, there are many men alive to-day because they had preliminary drainage before prostatectomy. I may appear to be alluding to figures without giving any, but it is almost the purport of my address that there are so many inconstant factors that we cannot rightly take them too seriously.
There is a further fact suitable for abstract discussion and for this I must go outside urology. Take the rough figures for appendicitis treated medically twenty-five or thirty years ago (for although the surgical treatment was recognized as the best, medical treatment was employed, either to please the patient or for other reasons).
Then the mortality figures were almost the same. But there is no doubt whatever that of every 100 cases treated medically, 80 were mild, and of every 100 cases treated surgically, 80 were severe. This is an elementary observation, but if all had been operated upon it can be assumed that the complete 100 of medically treated patients would have recovered and the surgical cases would have become 200, with half the mortality, with, however, one assumption, namely, that the diagnosis was correct. Those surgeons who, like myself, have done emergency abdominal surgery for sixteen years, have come across practically everything mentioned in the text-books as "conditions simulating acute appendicitis," and most of them are, when surgically considered, worse than appendicitis. For instance, a ruptured gall-bladder, acute haemorrhagic pancreatitis, perforated duodenal ulcer and internal strangulation of intestines. Now take one of these-internal strangulation in the right iliac fossa. Treated surgically, if it is fatal, it appears in statistics as " death from intestinal obstruction and operation "; treated medically to the end, which is death, it would figure as " appendicitis "; treated medically for three days, and then referred to the surgeon because it is obviously an obstruction, it still figures as a surgical death, but ought to figure as " appendicitis treated medically for three days," as it would have been had there not been a change of plan. Similarly, in order to be fair to physicians, a fatal case diagnosed as appendicitis and operated upon when the patient was an early undiagnosable stage of pneumonia, should figure as " death from appendicitis treated by the surgeon." This alters the value of statistics by the element of wrong diagnosis, though it makes no difference to the patient, who is nevertheless still quite dead, and utterly indifferent as to the column in which he figures. The last factor is rarely mentioned, but affects all of us, and is I think important. It is the decentralization of surgery and it applies to all branches. Forty or more years ago, any patient requiring an operation came, if he could afford, to London, but with the growth of the big cities and the foundation of medical schools, and also, I think, as a result of the frequent visits of American surgeons to the provinces, and their subsequent reports that a great deal of the more modern surgery was being done there, cities like Liverpool and Leeds then became serious competitors. Now London should be, and is, the best place for a narrow speciality because of its size and because it is the hub of the universe. Specialized experience is to be obtained there in greater profusion than anywhere else. But a specialized experience is not only quantitative but qualitative, and if we take-to return to our subject-a urological instance, what would have happened in the case of a doctor forty years ago in a big city? He sent most of his surgical cases to a general surgeon, say in Leeds; if he had a doubtful urological case, at one particular moment I think he would have sent him to Fenwick, of London; and this is where the qualitative experience comes in. Now, since the War, history has been repeating itself by a further decentralization of all kinds of surgery. Cottage hospitals-and other kinds-are springing up, and there is now a great deal of surgery being done by people who also have general practices. The surgery is the general run of cases, if they are considered to be of no particular difficulty; but anything a little obscure or risky is sent to London. Leeds or Liverpool. Pure surgeons are now quite accustomed to seeing almost only difficult cases. There are certain districts from which I have not seen a straightforward surgical case for years. It is a great compliment to any reputation we may feel we may possess, but what is its bearing on our statistics ? A well-known surgeon told me that 50 or 70 per cent. of his gall-bladder patients had been operated on before either for gall-stones or for something else. All this makes his cases contain a much higher percentage of difficulties. Let us not lay that flattering unction to our souls, that our present results are not so good as they might be because we are so very eminent, but it is always dangerous to acquire a reputation, deserved or undeserved, for any particular speciality, and it leads to the most desperate problems being delivered at our doorstep.
One question I should like to ask, -with regard to one's own statistics, I mean those of the surgeon who says when operating: " This is the three 662 4
Section of UTrology' 63 hundred and twenty-fifth case and the mortality is, up to the present moment, so much per cent." Has this habit of being deeply interested in one's own statistics any moral or immoral effect on a decision to operate ? Theoretically we all say at once: "No. We are considering the best thing to do for a patient in given circumstances," but if we know the case is one which will certainly be fatal (speaking humanly, because there is in surgery no "always " and no "never"), whereas if an operation is done, the chances are still a hundred to one that it will fail, are we not subconsciously influenced by it? We must remember that the process of deciding for or against an operation of this desperate character begins subconsciously when the patient's family meets us, saying " We hope there will be no operation." These scenes will occur as long as patients are human, and I am gently hinting that surgeons also are human. And I am not sure that psychologically, and ethically too, it is not better to refrain from operating in a case in which the chances of success are so slight as to be negligible, though I think the point is open to academic debate. We must remember that the death of a patient from operation has a deterrent effect on perhaps twenty other patients whose chances are very good. All the statistics in the world will not help us to decide what to do in a particular case. The patient does not want to know what happens to a thousand people, he wants to know what is going to happen to him. It is a mathematical fact in roulette that if the red has turned up ten times the chances of the black turning up at the eleventh spin are exactly the same as before. It seems to me that after the age of forty, impressions are more valuable than statistics, always provided that the surgeon has not suffered from the particular disease himself, because personal experience is graphic but misleading. My impression is that our results are better than ever,-but it is difficult to prove by figures.
Urology is a trying subdivision of surgery requiring a minimum of four things: good instruments, sufficient experience, the temper of an angel, and the determination of the devil. Let it not be thought that I am not in favour of aiming high in our results. I agree with several apparently conflicting poetical views on the subject. Every surgeon can remember at least one case to which Shakespeare's words apply: "Striving to better, oft we mar what's well" ; on the other hand, Richard Le Gallienne says: "To bridge the octave twixt the dream and deed, ah, there's the thrill "; and William Watson says: " To keep in sight perfection and adore the vision is the artist's best delight."
Di8cus8ion.-Sir JOHN THOMSON-WVALKER said that the first point which the President had raised was an important one, namely, the effect of one's own work on one's own statistics. It was a good thing to go through all our cases now and then and see how we were doing. The President's observation that one might be a little influenced by " shooting to the average," was a very wise one. He meant the avoiding of operation in the more difficult and serious cases, and its performance in only the easier ones, but he (the speaker) believed sufficiently in English surgery to think that very little of that kind of thing went on. The great consideration in the mind of the vast majority of surgeons in this country was, not their average statistics, but the effect of the operation on the particular patient.
Another point was the indefiniteness of the terminology. What, for instance, was " cure " ?
What was "relief " ? What was, and what was not, malignant disease? The surgeon who classified all growths of the bladder as malignant would be able to show an extremely good percentage of successful results in operations for malignant disease of the bladder. Another surgeon who considered that some of these growths were simple papillomata might suffer in comparison with the first, on the statistics collected according to this view. With regard to all serious operations there were two important questions. The first was "Could the operation be done and the patient live ? " Here statistics were absolutely definite. One could prove that the operation could be done, or that it coiuld not. The second question was, " From the results which are obtained in these cases, is it worth while doing such an operation ? " And here statistics were very unreliable.
The President had also mentioned asepsis, and he (Sir John) was glad to hear that the methods at Liverpool 25 years ago were practically perfect; probably Mr. Jeans was referring to abdominal surgery. In the surgery of the urinary tract, he would have been able to tell a different story. He (the speaker) remembered that at St. Peter's Hospital, nearly thirty years ago, every time a bladder was opened the wound was surrounded by phosphates and by ulcers, and the surgeons were occupied not so much with the cure of the disease as with the treatment of this septic condition. That kind of thing, however, did not exist to-day. Sepsis still happened, but one never now saw those septic encrusted wounds. Therefore he maintained that in the matter of asepsis, improvement had been effected in recent years in this branch of surgery.
A further point referred to in the address was as to the patient not wishing for statistics. He, the speaker, was not so sure about that. Patients came to him and asked what percentage lived after operation and what percentage died. One would ask, " Have I a fifty-fifty chance ?' If he replied " Yes." the patient seemed pleased.
Mr. J. SWIFT JOLY said there was something imponderable and outside valuation in anything which had to do with the body, whether of the human being or an animal. That. point was brought vividly before him when he was a student by a certain experiment done by a famous professor, who at the time was writing a book which dealt chiefly with the muscular apparatus of the body, and the strains and stresses on certain muscles and bones in particular actions were carefully worked out. The professor in question was at the time prosector of the Dublin Zoological Society, and the only seal in the gardens died there. That seal used to swim round and round its pond, and always in the same direction; no one ever saw it reverse. It was suggested to the professor that the muscles on the outer side of this creature would be hypertrophied, while the muscles on the inner side would tend to be much less developed. It was thereupon suggested that he should calculate the diameter of the pond from the difference in the weight of the muscles of the two sides of the seal's body. He accordingly dissected the seal very carefully, taking out every muscle andc weighing it against the opposite muscle. At the end of his elaborate and carefully-checked measurements and calculation he had proved the diameter of the pond to be one thirty-second of an inch I One met with almost similar problems in surgery. Patients were apparently equally fit, or equally unfit; in all the tests one could give them the responses were apparently equal, yet at operation one did well, the other did badly. This supported his statement that there was something which one could not evaluate beforehand. Gradually, the profession was getting to a nearer approximnation of the truth; but a very long time must yet elapse before it could be said, with any accuracy, what the result of a certain operation on a particular patient would be.
With regard to urinary surgery in especial, he thought there had been considerable advance in regard to estimating the probable outcome in a given case. During the comparatively few years that lic had been doing this work he had noted a great difference in the accuracy with whiclh u.e could foretell the result of any surgical procedure in the urological domain. This might be regarded as vainglorious, but he believed that urinary surgeons could foretell more accurately, as a result of their experience, what the result of a, particular operation would be than could surgeons who dealt with any other part of the human anatomy.
The PRESIDENT, in reply, said he agreed that it was difficult to define the terms " cure" and " relief." In human beings the betting instinct was very strong, and he had frequently heard the risk of an operation put in betting form. He would relate a story, which he preferred to think must be pure fiction. A patient thought of having his esophagus removed for malignant disease, and he knew that the operation was a serious matter, and he asked the surgeon what were his chances of recovery. The reply was: " You are bound to recover; the mortality is 19 out of 20; I have operated on 19, and they are all dead I"
